Section 11.23

CRIME VICTIM COMPENSATION APPLICATION
Michigan Department of Community Health

For Office Use Oy

Claim Mumber

Olhes

Claim Examiner

AUTHORITY: PA 223 of 1976
COMPLETION: |5 Voluntary, but is required if Crime Wictim

Compensation is desired.

The Depanment of Community Health is an equal oppartunity
employer, services, and programs provider, | *

INSTRUCTIONS:

+ Please PRINT CLEARLY or TYPE all information
in this application.

= You DO NOT need an attorney to file a claim.
IT an attorney represents you in this claim, the
attorney MUST file a Letter of Appearance with
Lhis application,

e Information provided on this form is exempt from
disclosure under the Freedom of Information Act.

= YOU must sign your name and enter the date
signad on Page 4 of this application.
« Mail this application form to:

CRIME VICTIM SERVICES COMMISSION i
MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

320 5 WALNUT
LANSING MI 48813

Phone: (517) 373-7373

. Falsely presenting facts and circumstances to this commission, with the intent to defraud or cheat,
WARNING: At il
may be a crime if compensation is awarded.

SECTION 1 - Victim Information: (Complete this section for the persan who was injured)

1. Mame of VICTIM (Last, First, Middie)

3. Date of Binh

4, 5ocial ecurity Number

2. Address (Number and Street, Apatment Number, eqc.)

4. Home Telephane Number

{ )
Cay State | ZIP Code 6. Work Telephona Mumber
( )
1. Manital Slatus: 8. Gender:
[ single [ married []Separated [ Divorced [ Widowed [ Male [ Femala

SECTION 2 - Claimant Information:

{(Complete this section ONLY & you are the Parent or Guardian of a Minor Victim ORF the Sunvivor of a Deceased Victim)

1, Name of CLABANT [Last, First, Middic)

3. Date af Binh

4, Socigl Security Number

2. Address (Numbes, Sireet, Apartment Number, etc.)

5. Home Telephone Numbes

( )
iy State ZIF Code B. Wark Telephonn: Numbear
( )
7. Marital Slalus . Gender
[ single (] married (separated [ Divorced ] Widowed [ male [ Female
9, ¥our Refationship ta the Victim:
[ spouse [ Parent [ child [ sibling
[] Grandparent [ Grandchild [ Guardian [ Other
10. Are you or were you dependent on the deceased vietim for gither: | 104, IEYES, Manthly Amount !
Primary Financial SUPPOM ... o [ no Oves = | 3
| 108, If VES, Monthly Amount
Child Support oF AMONY ....cocvcria i s Ono [ves = | $
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SECTION 3 - Crime Information:
{Complete this section and provide a copy of the Police Report if available)

Chapter 11

1. Type of Crime (Check QALY ONE]

[ Arson [ Assault [ child Abuse ] owi i/ pui
[ Homicide [ Kidnapping [ Motor Vehicle Accident ] Robhery
[ Sexual Assault [ Terrorism
[ Other (explain):
2. Was the person who caused the injury the victim's spouse, former spouse, an individual with whom O] ves Cno
the viction kad a child in cormmon, or a residemt or former resident of the victing's howsehold?
"3, Date of Crime 1. Dale Crime was Repored
5. Polico or Sherif Agency o which crime was reporied G, Incadent Numbier
7. Location of Crime: (Number and Stoeed) Cay State | ZIP Code
4. Brief Description of Crime:
4. IMhe crime was NOT reparted to the Police ¢ Sherilf within 48 hours, please explain the reason for the delay:
10, W you are HOT filing this claim within 1 year of the crime, please explain the reason for the detay:
SECTION 4 - Restitution and Recovery Information:
{Complete this sechion, prowviding all information you currently have availabie)
1. Mame of Offender(s] if known
& Has thix Offender(5) bpen chingod In coum?
CIYES {if YES, complete the questions 3, 4, & 5) Cno (1 UNKNOWN
1. Mame of Court 4. Coun Case Number
5. Court's Mailing Address City State | ZIP Code
G. Did the: court ardes the offender o pay restilubion Lo you?
[ YES (If YES, complete the questions 7, 8, & 9) CInNo [] UNKNOWN
1. Resttution Order Date & Court Cage Number & Amount Ordered
3
10. Have you filed, or do you interd to file a ciwil cowt action?
L1 YES (if YES, complete the questions 11, 12, 13, & 14) CIno
11. Have you selthad with a third party regarding this casa?
[T YES (If YES, please attach a copy of the legal settlement) [CnNo [[] UNKNOWN
12 Name of Aliomey 13, Attormey's Telephome Number
14, Attormey's Address (Mumber and Stresl, Sulte, alc.) City State | ZIP Code
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Section 11.23

SECTION 5 - Statistical Information for Crime Victim Program:

[] Medical Provider
[] Victim Service Agency

[ Prosecuting Attorney
| L1 Palice | Sheriff

1. Please tell us how you first found out about the Crime Victim's Compensation Prograrm:

[] Media, Brochure, or Poster
[] cther

[] Attorney
] Friend | Acquaintance

I Race | Ethnic Background:
] White
[[] Asian [ Pacific Islander

[] Black
[] American indian

Federal Civil Rights information: (Prowiding any pf[f;efnﬂawfng}nfmmnanismmnmyj "

| & rDisabied, chedk me
[] BEFORE Crime
[] A% a RESLLT of this crime

[ Hispanic
] Multi-racial

SECTION 6 - Claim Determination Information:

1. Check the Type ol Compensation Banefits you are Requesting
[ Medical Expense Benefits far the Victim
[ Loss of Eamings Benefits for the Victim

[ Funeral Benefits for the Surviver(s)
[ Loss of Support Benefits for the Survivor(s)

2. Hanve yau or will you suffer 3 minimuwm aut-of-pocket loss of 52007

3. Hawe you lost &t least 2 continuous weeks of earmings?

L1no [ YES Cno [1YES
4. b5 your injury the resull of a Criminal Sexual Assault? 5, #re you Retired by reasaon of Age or Disability ™
[INO []YES Ono [l YES (see guestion &)

G. Provide DATE and REASON for Retrement f Retred because of Age or Disability

SECTION 7 - Out-of-Pocket Expense Information:

{Carmplete this section ONLY if you are applying for Medical, Dental, Counseling, or Funeral Expenses)

IMPORTANT:  Flease enclose all available itermized bils for losses you are claiming. Include hospital, doctor, dentist,
ambulance, radiology, therapy, prescription dugs, counseling, funeral home, cemetery, ele.
1. FROVIDER NAME 2. CITY and STATE 3. TELEFHONE NUMBER

4. Describe the Physical Injuries thal resulted from this crime,

5. Wil Additional Medical Trealment be Required? (Please explain)

SECTION 8 - Insurance and Other Collateral Source Information:

1. Plaase indicate which of the following source (if any) are available to pay any medical bills or out-of-pocket expensas: (chock ALL that apply)
* Please attach any "Explanation of Benefits™ statements that you have recefved to date,

[] Health Insurance * ] Dental/Vision Insurance *
[] Medicare * [] Workers Compensatian *
[ Automohile Insurance * ] Homeowrers Insurance *

[ Medicaid
[[] NOME OF THESE
L] OTHER (explain in #2)

[[] Veterans Administration *
[ State Medical Plan
[] other Public Assistance

2. Phzase explain any olher source from above

3. Meme of Primary Medical Insures (I applicabie) 4, Palicy Numbsar 5. Telaphone Numbsr
( ]

&. Mame of Secondary Medical Insurer (if applicable) 7. Palicy Mumber B Telaphone Murmber
| )]

[ Burial Benefit Policy *
] Automobile Insurance *

[ Life insurance *
[[1 Workers Compensation *
[ ] Social Security Death Benedit *

% Please indecate which of the foSowing souce (il anyd are avaliable o pay any funeral or burial expenses: (check ALL thal apwy)
" Please aftach any "Explanation of Benefits” slatements that you hawve received to date.

" [ Family Independence Agency
[[] veterans Bensfits { Insurance

] NONE OF THE THESE [] OTHER (explain in #10)

10, Please explain any "other” source from above
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Chapter 11

SECTION 9 - Earnings Information:
(Complete Sectior 8 ONLY if you are applying for Loss of Earnings or Loss of Support)

INSTRUCTIONS:
= Altach pay stubs showing the victim's earnings al the time of the crime.
 [fat least 2 conlinuous weeks of wark were missed, attach a doctor’s letter verifying this absence and the reason wy.
» Ifthe victim is / was self employed, attach copies of income tax returns for the year before the crime, and the year of the
cnme, if available.

1. Victm's Employer Mame 1. Supervisor's Mame

& Emplayer's Strest Address 4. Supervisce's Tedephore Nomiber

City S | ZIP Code 5. Dates absent from wark due o crirme relabed injuiss
From: To:

. Mame of Doctor who will verify Medical Disability 7. Doclor's Telaphong Mumbis

B. b5 the Vicbm's Wage Loss covered by Disabilty msurance of Worker's Compensation Insurance?

CIno Ol ves

SECTION 10 - Income Information: Indicate the Victim's Income and Sources.
If Parenl or Guardian of a Minor Victim, or the Sunavor of a8 Deceased Victim, complele this section showing the CLAIMANT'S income,

1. Annual Household income

: IMPORTANT: Completion of Section 10 is required for ALL Applicants.

" Attach a Benefits Determination HeuEED * Attach a Benefits Determination REGEIVED
only if you completed Section 9, BEFORE  AFTER only if you completed Section 9. BEFORE  AFTER
Emplopment:, oo snsinnane e 7 O AFDC, FIP Grant, Food SEAMPS ..oeiine [ # e
Imerest ! DIVIdENS ... vsmmmimnmrssmieman L | State Disability INSUFANEE ..covvriniiiissininnns L] # =
Income Property, Land CORTECES v, L] O Veterans Benefits, Miary Allotment ... [ (=
Employer Dicahilty, Sickness, of Acciden! Benefts [ = O= | alimony ! Child Suppor ......ococcovcevenee - O [:1
Workers' Compemsalion ........comnnnn L] # O+ | MNoneofthese ... S | |
Unemployment Compensation ..o L1 # Els: | OtharfExplaik conmi sismamnmiima: L] O
Social Security Disability | 51 Benefits ... [J+ O
Pension | Retirement Benefits ...............c...c.. [mE BE

1. DEPENDENTS: Please List Names and Birth Dates of Victim's Legal Depandents

SECTION 11 - Authorization to Release information, Repayment Requirement, Financial Hardship, and Declaration:
(Your Signature Below indicates your Understanding and Agreement to the following)

AUTHORIZATION FOR RELEASE OF INFORMATION:

| authorize any hospital, doctor, counselor, or other treatrment provider whe attended i
[Name of Victim); any funeral director or ather person who rendered services; any employer: any podice or olher local government agency,
inciuding State and Federal revenue Services; any insurance company; or other organization having knowledge; to furnish to the Michigan
Crirme Victim Services Commission, or its representative, all infarmation concerning the incident which led to the victim's personal injury or
death, and the claim made lor compensation, including reatment, employment, insurance, of third-party payer inforrnation.

REPAYMENT REQUIREMENT:

| understand that payment by the viclim compensation program is payment of last resorl. I | receive a payment from another source for
the same expanses, the State of Michigan is entitied 1o reimbursement up to the amount of any compensation awarded to me through the
Crime Victim Services Commission. | also understand thal my providers may be paid directly for debts that | owe.

FINANCIAL HARDSHIP:

| understand that my eligibility for crime: vietims compensation requires that losses represent a senious financial hardship for me. | atlest
that un-reimbursed losses claimed in this application will cause me serious financial hardship

DECLARATION:
| declare, under penalty of perury, information on this form is true, correct, and complete to the best of my knowledge and belied.
Claimant’s Sinature Date af Signature o ; = o

' MOTE: A photocopy of this authorization is as effective
; and valid as the original.
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